Positive impact of care networks of home-dwelling elderly people may be based on several network mechanisms: navigation to resources, negotiation between participants and contagion of behaviours. Little is known about actions of participants-elderly people, informal caregivers or formal care providers-to activate such mechanisms and generate support. Aim of this study was to identify actions in relation to these network mechanisms. A cross-sectional qualitative study of 48 interviews with home-dwelling elderly people, informal caregivers and formal care providers in the eastern parts of the Netherlands was conducted between March and September 2016. A framework analysis on network mechanisms categorised actions. Actions were reviewed by network party and compared between networks to explore relations between actions and networks. Results showed that participants navigated through existing relations to seek support. Actions on negotiation were aimed at ameliorating existing relations. Few examples and no actions on contagion of behaviours were found. Actions seemed driven by incidents and existing relations.
.
In the Netherlands, the traditional welfare state is supposed to be replaced by a participation society, in which citizens are responsible for their health and well-being, and where care is provided in community settings, involving informal caregivers and formal care providers who are connected in networks (Hengelaar et al., 2018) .
Studies on care networks and its participants focus on the process of integration of care and on correlations between network configuration and perceived health (Broese et al., 2015; Desmedt et al., 2016; Jacobs, Broese van Groenou, Aartsen, & Deeg, 2018; Nicholson et al., 2013; Suanet & Antonucci, 2016) . For instance, studies on social networks of people revealed that people with stronger social relationships have a higher likelihood of survival (Holt-Lunstad, Smith, & Layton, 2010) . Inter-professional care, including case management and multidisciplinary teams, can improve care process and outcomes, although evidence is mixed (Trivedi et al., 2013) . It is crucial to get better insight into how professionals structure their working practices, including collaboration with informal care. However, it seems that possibilities of care networks are not used optimally (Verver, Merten, Robben, & Wagner, 2018) . Professionals do not use the organisational network to enable individual clients to navigate to resources (Kemper-Koebrugge, Koetsenruijter, Rogers, Laurant, & Wensing, 2016) . Also health and social care professionals rarely go beyond mapping the informal network (Chambers, Wilson, Thompson, Harden, & Coiera, 2012) . The world of informal care and formal care is mostly separated and contact is limited (Jacobs, Broese, Boer, & Deeg, 2014) . A recent thematic synthesis highlighted the professional perspective on collaboration, showing that formal care providers act as experts in a hierarchy and that collaboration with informal care was hampered by legislative and societal systems in which formal care providers work (Hengelaar et al., 2018) . The shift towards more collaboration in care networks around home-dwelling elderly persons demands that participants know which actions could have a positive influence on the functioning of the network and generated support.
Research on the influence of social context on health provides some concepts that can explain the functioning of care networks and the actions participants employ to influence these networks (Holt-Lunstad & Smith, 2012; van Dam et al., 2005; Vassilev et al., 2011) . On the basis of empirical research, three broad mechanisms of actions on networks to generate support have been distinguished Vassilev, Rogers, Kennedy, & Koetsenruijter, 2014) . First, actions can relate to navigation; identifying and connecting to persons or organisations who can provide support (Cohen, 2004; Tsasis, Evans, & Owen, 2012 ). An elder person can activate more support if he has invested in this "social capital" through selection of supportive individuals into the network and removal of unproductive connections. Second, actions can relate to negotiation on sharing care tasks and shaping relationships (Ford, Wells, & Bailey, 2004) . Third, actions of participants can be the result of contagion, when ideas, attitudes or behaviours have spread from one group of people to another. Patterns in and between care networks influence cultures of people and organisations within the network and vice versa (Tsasis et al., 2012) . This influence can be positive for health and well-being, but also negative. To provide insight in actions of participants in networks, the central question in this study is: Which actions in relation to network mechanisms are used or mentioned by elderly people, informal caregivers and formal care providers to influence the care network in order to generate support for home-dwelling elderly people?
| MATERIAL S AND ME THODS

| Design
To explore actions and viewpoints of participants of care networks of home-dwelling elderly people, the current study was a (cross-sectional) qualitative interview study, based on interviews with a purposeful sample of participants of care networks. This study adds to scientific knowledge as we interviewed three different parties per network separately: the elder person, an informal caregiver and a formal care provider (Groen et al, 2018) . The research team had a background in nursing and education.
The design and report of the study followed the COREQ guidelines, which safeguards quality of the research on aspects of the research team, study methods, context of the study, findings, analysis and interpretation (Tong, Sainsbury, & Craig, 2007) .
| Study sample and data collection
Elderly people were purposefully sampled. Inclusion criteria were features of the home-dwelling elder person (being 75 and over with multiple chronic illnesses) and a care network with both informal
What is known about this topic • Studies on care networks of home-dwelling elderly people often focus on the process of integration of care and on correlations between network constellation and perceived health.
• Research on the influence of social context on health provides some concepts that can explain actions participants employ to influence these networks: navigation, negotiation and contagion.
What this paper adds
• Actions of participants in care networks of home-dwelling elderly people were incident-and relation-driven.
• The framework of network mechanisms proved useful for exploring actions and showed new fields for network-related actions.
• Formal care providers should overcome their fear of mingling in the informal network to develop new ways of connecting formal and informal care. and formal care, with at least one contact a month. The choice of the informal caregiver and formal care provider was made in consultation with the elder person on base of the relevance from this person for the elder person and aimed diversity in informal caregivers and formal care providers in the sample. Respondents were recruited in several ways to get as much heterogeneity as possible; through home care organisations, a local welfare organisation, a home care services and a church community, all in the eastern part of the Netherlands. We aimed for diversity in education levels in order to see if actions differed with the level of education. The principal researcher first communicated with the contacts of the organisations or community, the contacts selected and approached clients personally. A confirmation letter gave more information about the study. Respondents were quoted by N network number and by network party: A elder person, B informal caregiver and C formal care provider. Data were collected between March and September 2016. Interviews with participants of one network were no more than 2 weeks apart in order to prevent differences in network situation blurring differences in actions between participants.
Interviews were held in the home situation of the respondent, unless the respondent preferred another location. Informed consent was obtained through a written consent form, which was sent to the respondent before the interview and if needed explained further at the beginning of the interview. 
| Interviews
| Data-analysis
After familiarisation with the data at the level of the individual participant of a network and at network level, network situation was explored through open coding on the questions of who was in the network and how the network works. Second qualitative framework analysis on the network mechanisms was undertaken to label meaningful units on actions in relation to network mechanisms and generated support (Gale, Heath, Cameron, Rashid, & Redwood, 2013) ( Table 1 ).
The coding in ATLAS-ti was done first separately by two researchers (WK and JN), then compared and discussed by both researchers.
Disagreements were solved in a consensus meeting with a third researcher (ML). Second, meaningful units on actions in relation to network mechanisms and generated support were recoded through open coding. Third, findings were reviewed per network participant to examine whether different positions in the network bring different views on actions and generated support. Fourth, actions were compared between care networks to explore differences in actions between different networks configurations and types of caregivers.
| RE SULTS
In total 48 respondents of 19 care networks were included. Eleven networks with all three network parties, five networks with two out of three network parties (2 networks A/C, 2 networks A/B, 1 Where not three different network parties were interviewed, this was caused by changes in the situation of the elder person or because the elder person thought this was too much strain for a caregiver. We included these interviews, since they contained information about our research question. Table 2 shows the characteristics of the respondents.
TA B L E 1 Analytical framework
| Network context
All networks were ego networks around a home-dwelling elderly person. The elder person had chronic health problems like impaired hearing, eye disease, dementia in an early stage, diabetes or physical inconveniences through ageing. Table 3 shows the configuration of their support networks.
The Within the provided support, the practical and emotional support were closely intertwined.
Stories of participants within one network did not always match. In most cases, the elder person did not see all participants other network parties saw and hence not all given support and coordination behind that support. When there was a concrete situation to negotiate support, informal and formal care found each other, not always in accordance or dialogue with the elder person. Informal caregivers and formal care providers did not undertake specific actions to improve their ways of navigation, but pointed at a field of potential opportunity for identifying relevant resources:
| Actions related to navigation
Navigating the broader context of the neighbourhood in search of informal care. "I wouldn't know how to find extra network in the neighbourhood." "It swarms of support, if you know where to find them." Next to better identification of relevant resources in the neighbourhood, potential is in the way clients could be connected to other people:
'We could improve in ways to match. One time we matched our clients within an apartment building, but we do not do these things often enough' (N8C; nurse)
Navigation was an individual action, the elder person, informal care and formal care did not navigate together. demanded more care, they navigated to organisations for formal care.
| Actions related to negotiation
Informal caregivers and formal care providers sometimes struggled with the elder person, proclaiming the elder person was not clear in his wishes or was stubborn. They sometimes avoided expected objection of the elder person by just providing support without involving the elder person in the decision process, when it was concerned to be a necessity by informal and or formal care.
Negotiation in these care networks showed itself as incident- 
| Actions related to contagion
Participants named no actions that related to contagion of behaviours. When all interviews were considered together, three examples of contagion emerged from broader context, often a barrier for improvement. Participants saw the abilities from elderly people as fixed: "it is what it is, it will not get any better," "she has lived for this for eighty years I cannot change it." Second formal care providers saw professional boundaries as reason not to interfere with family relations: "I am not a therapist." Third patterns in the context hampered or helped: "people do not have much contact with each other in this neighbourhood" or "helping each other is normal in this church community."
| Generated support
All participants saw providing support as something you do when asked by the elder person or when the situation was seen as risky or acute. Participants did not proactively anticipate future care demand in the health or living situation of the elder person.
"Every time we step up a little bit to convert" (N12B)
Informal caregivers and formal care providers did not really know how the elder person perceived the support provided by them.
Perceived support was not an explicit topic of conversation with informal care and formal care together. They held dialogue with the elder person or other participants separately, about concrete circumstances and the provision of support:
"I think she perceives our support as positive because she seems satisfied"
Elderly people, informal caregivers and formal care providers looked different towards the desired situation. Elderly people wanted to keep everything the same or did not accept the current situation, where sometimes informal or formal care could see possibilities. This led to the dilemma to confront an elder person with this view or to let it go. To strive for better generated support as outcome was not an intentional strategy for participants.
When all interviews are taken into consideration, informal and formal care struggle with dilemma's which withhold them to take actions to improve network functioning or generated support. They do not want to intrude in the elder person's life, but see risks. They weigh between their own wishes and needs versus what the elder person expresses. 
| Actions reviewed per network party
| Actions reviewed on network configuration
A network configuration with home care had a potential positive influence on negotiation since home care knew most informal caregivers, but home care respondents did not use this knowledge to involve caregivers outside family. When a coordinating role from informal care was in other hands then the older person, it was a partner or a child and as result negotiation together with home care improved.
Homecare and welfare volunteers did not navigate together, since the welfare volunteer concentrated on her own setting.
When the level of education was higher among the elder person and informal care they navigated more towards specialised formal care. Actions were not consistently related to characteristics of the elder person. Elderly persons being higher educated meant they were more specific in their choice of support, but it did not change their actions on navigation or negotiation. Informal care in the sample consisted mostly of women. Actions on network mechanisms of these women did not differ from the men, both named the same kind of actions.
| D ISCUSS I ON
We uncovered that actions in networks were mostly incident-and relation-driven, in which participants affirmed status quo or changed support as response to a life event. Previous research on care networks of home-dwelling elderly people concentrated on integration of care or network constellation and did not explore network-related actions of home-dwelling elderly people, informal caregivers or formal care providers to influence the functioning of the care network or generated support.
The framework of network mechanisms proved useful for exploring actions and also showed fields of network-related actions that participants did not use. This corresponds with research that shows that most actions in networks are aimed at individuals and directed at the existing network and that few actions council participants to break social ties or to find new ties (Latkin & Knowlton, 2015; Spencer-Bonilla et al., 2017) . This study shows how participants find it hard to navigate the neighbourhood in search of informal caregivers. Local (non-)kin could be mobilised more often (Jacobs et al., 2018) . Further research should explore navigation strategies to meet other people and to use contact moments to enlarge informal care possibilities. Second, actions on negotiation seemed less effective because of avoidant or compromising behaviour of informal caregivers or formal care providers. Studies on conflict management styles of nursing students, allied health professions and nurses showed a prevalence for compromise, followed by avoidance (Sportsman & Hamilton, 2007; Valentine, 2001 People make decisions on basis of their attitudes towards their life and future, having an optimistic character helps to make changes (Lommi et al., 2015; Sörensen, Hirsch, & Lyness, 2014) . Heid also established that stubborn behaviours from elderly people were not fully explained by personality, thus situational and relationship issues may also drive these behaviours (Heid, Zarit, & Fingerman, 2016) . Even stronger; research shows that environmental factors and the execution of services and expectations from informal caregivers and formal care providers may contribute to the individual elder person being on the verge of being passive. (Vik & Eide, 2013; Yu, Kolanowski, & Litaker, 2006) . In this way, passivity could be the result of contagion of the way we perceive elderly people and organise support. Chronic diseases and experienced barriers in daily life do not have to be the cause of a lesser quality of life (Wolff, Lindenberger, Brose, & Schmiedek, 2016) . Reframing the views of participants on the quality of life of the elder person and capability for change could be a strategy that creates other network support.
In this study, contact with formal and informal care was merely organised by one central appointed contact. This is effective when the informal network can resolve conflicts and trusts the appointed contact (Lieberman & Fisher, 1999) . Obviously, this is not always the case.
Especially, home care professionals should use their knowledge of the informal network and overcome their fear of mingling in the informal network to develop new ways of connecting formal and informal care.
Limitation of this study is we could not account for actions participants employ not-consciously. We compensated through asking about situations and how the network works and asked respondents to describe what they did. Asking about contagion did not deliver any answers; observation might be more suited to see examples of contagion.
Bias was possible because contacts of organisations approached elderly persons personally. Weakness of our study was that the sample was not large enough to enable us to differentiate in the analysis on navigation and negotiation within networks with strong ties compared to network with weak ties.
Richness in data came from the diversity in network parties and level of education of elderly persons, although informal caregivers were more high educated. No questions were asked though about how long the current configuration in the network existed, so how interaction in the care network develops during time is underexposed.
| CON CLUS ION
Not all potential mechanisms to activate support networks are used in practice in care networks of home-dwelling elderly people.
Participants take actions within the existing network and do seldom employ network-related strategies. How care network characteristics, interaction and actions develop during time demands further research.
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